
© 2017 Nevada Supreme Court                                                                                     Request for Submission 
© 2017 Kataas-taasang Hukuman ng Nevada  Kahilingan para sa Pagsusumite 

Your Name (Ang Inyong Pangalan):        
Address (Adres):       
City, State, Zip (Lungsod, Estado, Zip)     
Telephone (Telepono):       
Email Address (Email Address):      
Self-Represented (Kumakatawan sa Sarili) 
 
 

DISTRICT COURT (HUKUMAN NG DISTRITO) 
(COUNTY NG)_______________ COUNTY, NEVADA (NEVADA) 

 
 

 
________________________________ 
Plaintiff, (Nagsasakdal), 
 
vs. (laban kay/sa) 
 
________________________________ 
Defendant. (Nasasakdal).    

 
CASE NO. (KASO BLG.): 
____________________ 
 
DEPT (DEPARTAMENTO):         
____________________ 
 

 
 

REQUEST FOR SUBMISSION 
(KAHILINGAN PARA SA PAGSUSUMITE) 

 

(S check one) ( (S lagyan ng tsek ang isa) Hinihiling ng) q Plaintiff (Nagsasakdal) q 

Defendant requests that the (name of document you submitted to the court) (Nasasakdal na ang 

(pangalan ng dokumentong isinumite ninyo sa hukuman)) 

________________________________, filed on (date document was filed) (na inihain noong 

(petsang inihain ang dokumento)) _____________________ be submitted to the Court for 

decision.  (ay maisumite sa Hukuman para mapagpasiyahan.)   

 
 
DATED this (PINETSAHAN ngayong ika-)_____ day of (araw ng) ________________, 20___ 
 
Submitted By: (Signature) (Isinumite Ni/Ng: (Lagda))4________________________________      
Printed Name: (Inilimbag na Pangalan:) _________________________________ 
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